Finally a statistically significant increase in mean inter-twin nuchal translucency (NT) discordance was appreciated in TTTS cases vs controls (.312 vs .172, p¼.0204). CONCLUSION: Our study while limited in power shows that there are clear and distinct differences in sequential integrated serum markers between different subsets of MC/DA gestations. The early diagnosis and risk stratification of MC/DA pregnancies could revolutionize both how we deliver care and patient outcomes. Our study shows that such early identification may be possible.
(sIUGR). Our objective is to see whether there are differences in sequential integrated screening values in the MC/DA population. STUDY DESIGN: This is a retrospective, cohort study of MC/DA pregnancies evaluated between January 2012eJuly 2017. MC/DA pregnancies with ultrasound surveillance up to 26 weeks who participated in the California Prenatal Screening Program (CPSP) were included. Pregnancies with structural or genetic anomalies were excluded. TTTS was confirmed using Quintero staging. Sample t tests were performed to compare continuous data where appropriate. RESULTS: 177 MC/DA pregnancies were included; 75 affected by TTTS, 30 with unequal placental share or sIUGR, and 72 controls.There is a statistically significant difference in the mean first trimester beta human chorionic gonadotrophin (B-HCG) (2. Rambam Health Care Campus, HAIFA, ISRAEL, Israel OBJECTIVE: To evaluate the effect around nurses shifts change and around the on-call doctors shifts change on obstetrical outcomes. STUDY DESIGN: This was a retrospective study of all women who had an attempt of labor at term in a single, university-affiliated medical center, between January 2006 and December 2017. Delivery mode and maternal and neonatal outcomes were compared between the time around nurses shift changes (6-8AM, 2-4PM, and 10PM-12AM) to the rest of the day, and between the time around on-call doctors shifts changes (6-8AM, 2-4PM) to the rest of the day. RESULTS: Overall, 32,862 women were included in the study, of which 7,826 deliveries occurred during nurses shift changes, and 25,036 deliveries occurred during the rest of the day. The groups had similar general and obstetrical characteristics, with no statistical difference in cesarean delivery rate (10% vs. 9.8%, P¼0.45) ( Table 1 ). Nurses shift change had no measurable effect on maternal and neonatal outcomes, including: induction of labor, preterm labor, postpartum hemorrhage, 5-min Apgar score and arterial cord pH value. (Table 1 ) From the same total number of deliveries: 5,156 deliveries occurred during on-call doctor's shifts change, and 27,706 deliveries occurred during the rest of the day. Induction of labor and epidural analgesia, were less likely to happen during on-call doctors shifts change, as expected (34.4% vs. 38%, P<0.0001, 59.6% vs. 61.8%, P¼0.003; respectively) ( Table 2 ). The two groups had similar maternal and neonatal outcomes, including: postpartum hemorrhage, third and fourth degree perineal laceration, 5-min Apgar score and arterial cord pH value. Once more, we could not demonstrate a statistical difference in cesarean delivery rate (10% vs. 9.8%, P¼0.63). (Table 2 ) CONCLUSION: Nurses shift change and on-call doctor's shifts change, do not appear to be associated with an increase in adverse maternal or neonatal outcomes.
152 Impact of recommended changes in management of prolonged second-stage for prevention of the primary cesarean-delivery . The objective of our study was to assess whether implementation of the new guidelines in our department,regarding second stage of labor, decreased our primary CD rate safely. STUDY DESIGN: A historical cohort study of all women, reaching the 2 nd stage of labor, at term, in a single university-affiliated medical center (2010) (2011) (2012) (2013) (2014) (2015) (2016) (2017) . Following the new ACOG and SMFM guidelines, we changed our departmental definition of 2 nd stage arrest of labor from 2 and 1 hour in nulliparous or multiparous women respectively, without epidural, to 3 and 2 hours in nulliparous or multiparous women respectively; with the addition of 1 hour to each group when using epidural analgesia. We compared maternal and neonatal outcomes over three year's periods: 1 st period e preguidelines (2010-2013) vs. 2 nd period e post-guidelines (2014-2017). The primary outcome was CD rate at 2 nd stage of labor. RESULTS: 5931 women were included in the study. The CD rate of women in the 2 nd stage of labor has increased significantly from 4% in the pre-guidelines period to 5.9% in the post-guidelines period (OR 1.48, 95%CI 1.16-1.89). After a sub-analysis of specific subgroups, the CD rate increase was solely observed in nulliparous women with epidural (6.1% vs. 10.2%, P <0.001). However, the CD rate for arrest of 2 nd stage of labor was statistically reduced between the two periods (72.9% vs 59.8%, P <0.05). Maternal and neonatal outcomes did not differ between the 2 periods, apart for increased odds for vaginal operative delivery in the post-guidelines period (10.6% vs. 12.3%; P <0.05) ( Table 1) . After adjusting for confounders, including: age, parity, birthweight, labor induction, and epidural; we have found no association between the implementation of the new guidelines and a change in CD rate performed at the 2 nd stage of labor (aOR 1.25, 95%CI 0.97-1.61). (Table 2 
OBJECTIVE:
To evaluate the effect of maternal age on obstetrical and perinatal outcomes. Is there an age cut-off of which there is an increase in adverse outcomes? STUDY DESIGN: Retrospective cohort study comparing demographics, risk factors, complications, infant outcome, and incidence of cesarean delivery (CD) between parturients in different ages. We used the Receiver Operating Characteristic model with youden statistics index to find the best cut off of age considers CD. A multivariable logistic regression analysis was calculated to assess the effect of maternal age on CD rate and composite adverse outcome; after adjusting for parity, smoking, gestational diabetes (GDM), preeclampsia, induction of labor, epidural use and birth weight. RESULTS: A total of 11,343 nulliparous parturients were included in the study. Age 27.5 yrs was found to be the cut-off age from which we found a significant increase in maternal and neonatal adverse outcomes (Fig. 1) . Women 27 y were associated with a higher risk for CD compared with women <27 y (35.7% vs. 21.3%, P<0.0001)
